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The majority of thymomas are found in the anteriormediastinum. Occasionally, some have been found inthe neck, pulmonary hilus, or posterior mediastinum.1We present here a case of thymoma that developed
entirely in the middle mediastinum, and the origin of this tumor is
discussed. To our knowledge, a case of middle mediastinal thy-
moma including image findings has never been reported in the
literature.
Clinical Summary
A 60-year-old woman was referred to our hospital with a medias-
tinal mass detected on plain chest x-ray film during a medical
check-up. Her past routine films were rechecked, and the mass
could have been identified 71⁄2 years earlier. However, the growth
was very slow, and she had no clinical symptoms. Physical exam-
ination and laboratory work-up were within normal limits. Con-
trast-enhanced computed tomography showed a smooth, solitary,
and nonhomogeneously enhanced mass measuring 5  3  3 cm
in the middle mediastinum between the superior vena cava and
trachea and did not have any calcification (Figure 1). On magnetic
resonance imaging, the mass showed low signal intensity on a
T1-weighted image and high signal intensity on a T2-weighted
image, suggesting a cystic lesion. With a preliminary diagnosis of
benign tumor, such as giant lymph node hyperplasia or neurogenic
tumor, the patient underwent surgical intervention without preop-
erative pathologic or cytologic diagnosis.
Right thoracotomy demonstrated an extrapleural mass sand-
wiched between the superior vena cava and trachea and extended
from the azygos vein to below the right innominate artery. The
tumor was solid and elastic with a fibrous capsule and easily
extracted, except for dense adherence or connection to nerves.
However, the upper part of the mass was observed to be contigu-
ous to the adipose tissue surrounding the normal thymus at the area
of the junction of bilateral brachiocephalic veins.
The resected specimen was a firm light-gray tumor with a
smooth and fibrous capsule that measured 5.5  3.5  2.8 cm and
weighed 40 g. Many cysts of various sizes up to 12 mm in maximal
diameter were observed on its cut surface. Neither hemorrhage nor
necrosis was found. Microscopic examination demonstrated that in
the major part of the tumor, spindle cells with round to oval nuclei
were arranged in a whorled pattern, and small lymphocytes were
scattered among them (Figure 2). In the minor part lymphocyte-
rich, cortex-like areas were seen with sharp segregation from the
area described above. Furthermore, the tumor cells had slightly
invaded the adipose tissue adjacent to the capsule. These his-
topathologic findings were consistent with a diagnosis of predom-
inantly spindle cell thymoma and type AB of the World Health
Organization classification.2 The pathologic stage was stage II on
the classification of Masaoka and colleagues,3 and the patient
received postoperative radiotherapy of 50 Gy.
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Figure 1. Enhanced computed tomographic scan showed a mass
in the middle mediastinum between trachea and superior vena
cava with nonhomogeneous enhancement.
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Discussion
Corresponding to the location of the thymoma, the variations in
thymoma sites quite faithfully reproduce the variations in the
location of the normal thymus: 75% of the tumors are found in the
anterior mediastinum, 15% in both the anterior and superior me-
diastinum, and 6% primarily within the superior mediastinum. The
remaining 4% develop in the neck or posterior mediastinum. The
rarest location is the posterior mediastinum.4 These rare sites of
thymoma have previously been reported. However, to our knowl-
edge, a detailed case report of middle mediastinal thymoma has not
previously appeared in the literature.
Embryologically, thymic epithelium arises bilaterally from the
third and probably fourth bronchial pouches and migrates into the
anterosuperior mediastinum. Ectopic occurrence of thymoma re-
sults from failure of this migration.1
Ectopic thymomas are considered to arise from distributed
thymic tissues, the existence of which has been proved.5,6 Accord-
ing to a current study, ectopic thymic tissue exists in a retroin-
nominate vein area,7 and adipose tissue surrounding the thymus,
which occasionally contains some thymic tissue, often has conti-
nuity with pleural or hilar adipose tissue.5 These facts make it
possible for thymomas to be located in the middle mediastinum, as
in our case. The surgical findings in our case showed that the tumor
was contiguous to the adipose tissue surrounding the thymus,
suggesting that the tumor had originated from the ectopic thymic
tissue behind the brachiocephalic veins and had become swollen
and sagged over years of progression.
In the differential diagnosis of middle mediastinal masses,
thymoma is not frequently considered. However, because of its
malignant potential and a 96% 10-year survival after complete
macroscopic resection,8 thymoma should always be considered in
the differential diagnosis of middle mediastinal tumors, and com-
plete resection should be attempted at the time of the operation.
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Figure 2. Histologic appearance of the tumor showed predominantly spindle cell thymoma (type AB). (Hematoxylin
and eosin stain.)
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